This study examined the psychological and behavioral correlates of three major coping strategies used by medically ill patients in dealing with their illness; namely, confrontation, avoidance, and acceptance-resignation. The subjects consisted of 223 male medical patients with a variety of life-threatening and chronic illnesses. Coping responses were measured by the Medical Coping Modes Questionnaire, while other variables were tapped by a variety of self-report and test measures, as well as by interview data. Significant correlates were found for each of the coping strategies accounting for 10 to 53% of the variance. These included demographic, illness, and psychological variables. Employment of acceptance-resignation as a coping strategy was particularly evident in patients with little expectation of recovery and a lack of hope. Effectiveness of coping appeared to be negatively linked to frequent use of avoidance and acceptanceresignation in life-threatened patients. Overall, it seems that a variety of variables across several domains accompany the use of a particular coping strategy; that choice of a specific strategy is most likely multidetermined; and that the configuration of variables associated with a particular strategy is likely to be different for each coping strategy. Coping behavior is a subtle, multifashioned expression the complete grasp of which demands an integrative approach.
INTRODUCTION
Investigators have reported the use of a variety of coping strategies by medical patients in dealing with illness. Unfortunately, current theories in the area appear to be of limited utility in explaining the variabilities noted by the empirical data (1) . It is also clear that coping represents the expression and vectoring of a complex *This paper was presented in part at the 1986 annual convention of the American Psychological Association in Washington, DC.
set of factors encompassing such variables as personality, attitudinal, cognitive, and expectancy elements (2) . Scrutiny of these factors might forward our understanding of why patients use one coping strategy as against others. Nevertheless, there is scant systematic knowledge concerning the specific psychological and behavioral correlates of differing coping strategies used by medically ill patients in contending with their illness. Little research has been conducted in this population on how these variables might relate to specific preferred coping strategies (1, 3) . Then, even when psychological and behavioral correlates have been marked, they have been linked to just one type of coping strategy, e.g., denial or repression-sensitization (4, 5) , or to a single populational group such as patients suffering from cancer or heart disease (6, 7) .
In light of these informational shortcomings, the present study focused on examining a range of variables considered COPING STRATEGIES AND ASSOCIATED FEATURES pertinent in coping with medical illness. These were based on the considerations of previous investigators (e.g., 1-3) and on our own clinical experience. Our hope was that these variables might provide us with a more precise understanding of what accompanies differing coping responses to a medical life-threat illness. The variables comprise a fairly stable set of attitudinal features, i.e., self-concept (8) , locus of control (9, 10) , religiosity and value system (11, 12) , and personality (1, 13) ; as well as more situational aspects as fear of death (14, 15) , mood (16) , social support (17, 18) , future expectancy, and meaning of illness (8, 19) . Such components as fear of death and concurrent mood, for example, were included because of their reported relevance in coping with undesirable life events (1, 20, 21) .
To further avoid limitations of many of the previous investigations in the field, the study included a) patients menaced by two different life-threatening illnesses, i.e., myocardial infarction and cancer, b) a comparative group of patients suffering from various chronic illnesses of non-lifethreatening nature, and c) a number of distinct coping strategies. This approach permitted us not only to inspect variability in coping across diverse life crises and the role of severity of an illness on coping (22, 23) but also to observe more revealingly psychological and behavioral correlates associated with particular coping strategies in medical illness.
METHODS

Subjects
The subjects consisted of 223 male medical patients who were part of a larger study on coping behavior (22) . The subjects came from three samples. Two samples included men in life-threatening conditions; men under the age of 65 with cancer diagnoses (e.g., lymphoma, colon or lung carcinoma) receiving chemotherapy, radiation, or active maintenance treatment for their malignancy (n = 74); and men under age 65 who had suffered a myocardial infarction within 2 to 3 months of the interview (n = 77). A third sample involved men under age 65 in medical treatment for a chronic nonhfe-threatening illness or disability (NLT), e.g., rheumatoid arthritis, an orthopedic disability, or a dermatologic ailment (n = 72).
Ethnic background of the subjects was primarily white (81%), with blacks making up the next largest group (13%). Participants averaged 54 years of age, had an annual mean income of $16,000, a mean educational level of 13 years, and above-average scores on a verbal IQtest (Shipley-Hartford). Data were also obtained on length of illness for each of the three samples; the cancer group reported a median length of illness of 8 months, the heart group a median of 6 months, and the non-life-threatened group, reflecting the chronicity of their condition, a median of 22 years. Since significant differences were found among the three subject groups on these variables (22) , they were included in subsequent statistical analyses. 1 See Table 1 for a summary of patient characteristics.
Although stage of illness was not directly assessed, ratings from the individual physicians of both cancer and heart patients at the time of testing and interviewing indicated that the overwhelming majority in both groups (cancer = 96%; heart = 95%) were considered to be "seriously ill."
Procedure
Subjects were individually interviewed and tested by experienced Ph.D. clinicians at various Veterans Administration medical centers and ambulatory care 'Further, because different types of cancer often have different courses and physical effects and therefore may have implications for coping, an analysis of variance was performed for the three main types of cancer represented in our sample (lymphoma, colon cancer, melanoma) on the three coping strategies considered in the study. None of the F values were significant at the p < 0.05 level, indicating that the cancer group may be seen as homogeneous for our purpose. This finding meshes with that reported by Felton and Revenson (24) who studied leukemia, lymphoma, and multiple myeloma cancer patients. clinics in Los Angeles County, at a university medical center, and at a major metropolitan hospital. Each session lasted approximately 2.5 to 3 hours. To maximize frankness, subjects were assured of confidentiality and anonymity. They were apprised at the onset about the nature of the study and gave informed consent to participate. There was little evidence that subjects were unfavorably affected by the in-depth nature of the assessment concerning life-threatening illness. Less than 1% of the subjects withdrew from the study or refused to participate because of content
Measures
Interviewing and testing involved assessing subjects on a variety of features. Whenever possible, validated and standardized tests were utilized. In instances in which measures of this type were not available at the time of the study (i.e., coping with illness, meaning of illness, and social support), assessments were developed by the authors. The measures employed in each of these areas are described briefly below.
Coping With Current JUness. Patients' coping responses to their current illness were assessed by the Medical Coping Modes Questionnaire (MCMQ) (22) , which was developed to appraise three types of coping responses: confrontation, avoidance, and acceptance-resignation. The MCMQ is a 19-item questionnaire that is answered on a four-point continuum (e.g., "never" to "all the time"; "very little" to "very much"). It was specifically designed for use in medical settings and has items that emphasize coping responses to a current illness.
Scale construction took place following a combination of factor analytic and rational procedures designed to eliminate weak or redundant items (itemscale r had to be s= 0.25 and « 0.55 to be retained), to maximize representation of different aspects of coping on each scale, and to produce relatively uncorrelated coping scales. These procedures resulted in an eight-item confrontation scale with a coefficient alpha of 0.70; a seven-item avoidance scale with an alpha coefficient of 0.66; and a four-item acceptanceresignation scale with a coefficient alpha of 0.67. Scale intercorrelations were less than ± 0.16 (22) . Some characteristic items for confrontation were the following: "How often do you ask your doctor for advice about what to do concerning your illness?" and "How much do you want to be actively involved in decisions regarding your treatment?" Some illustrative items for avoidance were the following: "To what extent do you try to forget about your illness?" and "When friends or relatives try to talk to you about your illness, how frequently do you try to change the subject?" For acceptance-resignation, typical items were as follows: "To what extent do you feel there is nothing you can do about your illness?" and "How often do you feel that you don't care what happens to you?" Construct validity data were obtained from three sources: a) a personality measure; b) self-report data from the patients concerning their attitudes toward and coping reactions to their illness; and c) reports from the patients' physicians and significant others asking them to indicate the patients' coping reactions to their illness. Results supported the scale definitions in all major respects. For example, high confronters were found to be more controlling, competitive, and extroverted than low confronters. High avoiders reported having less knowledge of their medication, were more likely to see their illness as "not really happening to them," and more frequently indicated that they "tried not to think about their illness" compared to low avoiders. High acceptanceresignation patients were seen by their physicians and significant others as being less likely to try to "lick" their illness and as having significantly more feelings of impotence and defeat than low acceptance-resignation patients. See Feifel, Strack, and Nagy (22) for a more complete report.
Additional information was obtained concerning
COPING STRATEGIES AND ASSOCIATED FEATURES
the effectiveness of the patients' coping responses. During the time that patients were being interviewed and tested, responses were obtained from the physicians of 139 (62%) patients and from the significant others (e.g., wives) of 201 (90%) patients on two ques-' tions: "How well is the patient coping with his illness?" and "How well is the patient adjusting psychologically to his illness?" Both questions were answered on a five-point scale ranging from "not well at all" to "very well" Responses of the physicians and significant others to these questions were correlated with the patients' scores on the three coping mode scales. These are presented in the Results section.
Associated Variables. Associated variables measured were a) self-concept (a modified form of the Self-Concept Semantic Differential Test [25] [12, 20] ); g) mood (Multiple Affect Adjective Checklist General Form [MAACL; 31]); h) perceived social support (items asking about the amount of warmth, approval, understanding, and listening provided to the patient by others); and i) meaning of the illness (questions asking patients how serious they believed their illness to be, how well they felt they were coping with their illness, and their expectations concerning recovery and the future).
Statistical Analyses
Factor Analysis. To reduce and summarize test information, a principal components analysis with varimax rotation was carried out on the 22 scores measuring the psychological variables described above, excluding coping and personality scales. Although seven factors were extracted with eigenvalues >1.0, only the first three factors contained three or more items loading 3=0.40. These three factors, accounting for 22, 20, and 9 percent of the variance, respectively, contained 14 of the 21 items entered and were included in subsequent analyses. Factor 1, negative seJ/-perception, was composed of a mixture of stable variables, i.e., self-concept and locus of control, and situational variables, i.e., the MAACL and the question "How well are you coping with your illness?" Higher scores on the factor indicate more negative self-concept, more external locus-of-control, negative mood, and feelings of not coping well with one's illness. Factor 2, social support, consisted of the four items asking about the amount of understanding, encouragement, listening, and warmth patients received from others while ill. Higher scores represent greater social support. Factor 3, religiosity, contained the IRMS and items asking about belief in a divine God, the importance of religion in life, and frequency of attendance at religious services. Higher scores reflect stronger religiosity.
The eight scores not loading on any of these factors were the three measures of fear of death, two lifedirection measures, the question asking about the seriousness of the illness, and items asking about expectations for recovery and the future.
Correlation and Regression. The two major methods of correlation and regression were used to determine degree of association between the coping strategy scales and the three factors, eight scores not loading on any of the factors, and eight TAIS personality variables. Additionally, the demographic elements of age, IQ, socioeconomic status (SES), length of illness, and the illness classifications of cancer, heart, and NLT were considered.
In order to examine individual relationships between the variables and coping strategies, Pearson correlations were calculated. These were followed by a series of multiple regression analyses to determine the best set of correlates for the three coping strategies. Analyses were performed separately for each coping strategy, with scale score as the criterion and all other variables as predictors. They were accomplished through mixed hierarchical and stepwise procedures. Entered hierarchically were first the four demographic elements, followed by the illness group classifications, and then personality features. Finally, the remaining variables were entered in a stepwise manner. The order and method of entry were established so that the variance due to undesired random effects would be accounted for first, followed by the variance attributable to fixed, and then dispositional subject characteristics. With this order, it was felt that the contributing role of such elements as negative self-perception, etc., could be evaluated with greater confidence than if they had been entered earlier. Table 2 presents the Pearson correlations for the individual variables and the three coping strategy scales (only variables that correlated significantly with at least one coping scale are presented). For the confrontation and avoidance scales, all of the correlations were low to moderatelylow even though several of the coefficients manifested statistical significance. For the acceptance-resignation scale, three of the correlations evidenced moderately large association, with values equal to or exceeding ± 0.50. These indicated that negative self-perception, along with less hope concerning both recovery and the future, were most robustly related to greater use of acceptance-resignation as a coping strategy. Somewhat unexpectedly, there was minimal association between fear of death and religiosity with any of the three coping strategies. Table 3 presents the results of the regression analyses for each of the coping mode scales. For confrontation, a significant regression equation was produced involving three variables that accounted for 18% of the variance [F(3, 215) = 15.64, p < 0.001; R = 0.42, fl 2 = 0.18]; i.e., 10% by NLT status, 4% by extroversion, and 4% by perceived seriousness of the illness. Higher scores on the confrontation scale were obtained by those who were not in the NLT illness group (i.e. cancer and heart patients), by the more extroverted patients, and by patients viewing their illness as rather serious. This indicates that negative self-perception, religiosity, life direction, and the situational variables of fear of death, social support, and positive expectations about recovery and the future, had little independent impact on the subjects' use of confrontation (given the other variables already in the regression analysis).
RESULTS
Correlations
Regression Analyses
A significant regression equation involving three variables was also produced for the avoidance coping mode scale [F(3, 215) = 7.73, p < 0.001; R = 0.31, R 2 = 0.10], Higher avoidance scores were obtained by those low in SES, possessing a less self-directed life orientation, and expressing more negative self-perception. Only a slight proportion of the variance, however, was accounted for by these three variables, i.e., 10%.
For acceptance-resignation, a regression equation involving six variables was calculated that was responsible for a cogent 52% of the variance [F(6, 210) = 38.22, p < 0.001; R = 0.72, R 2 = 0.52], Acceptance-resignation as a coping strategy was significantly associated with longer illness, expression of negative affect, re- duced attentional focus, gloomy expectations about recovery and the future, and negative self-perception. The greatest proportion of variance was supplied by the expectations about recovery variable, which contributed 27% of the variance, after the 11% provided by the two personality variables and the 5% furnished by length of illness.
Coping Effectiveness
As indicated previously, data were also obtained from physicians and significant others on the coping effectiveness of the patients to their illness. Only correlation coefficients involving the heart patients attained statistical significance. For this group, there was fairly strong agreement between physicians and significant others that heart patients cope and adjust well to their illness when they minimize use of avoidance and acceptance-resignation as coping strategies (all r's were between -0.26 and -0.49, with p < 0.05 for all values). Additionally, there was a marked, albeit nonsignificant, trend for physicians of the NLT patients to see coping effectiveness as related to greater use of acceptance-resignation. This tendency, however, was not noted by the significant others.
In this regard, it is worth noting that heart patients themselves reported coping less effectively in the context of frequent use of avoidance and acceptance-resignation. Their responses to the question, "How well do you think you are coping with your illness?" correlated -0.24 (p < 0.05) with avoidance and -0.69 (p < 0.001) with acceptance-resignation (where higher scores indicate feelings of coping well). Further, there is the adjunct finding that cancer patients who estimated themselves as coping ineffectively also reported more use of avoidance and acceptance-resignation as coping modes (with avoidance, r = 0.28, p < 0.05; with acceptance-resignation, r = -0.32, p < 0.01).
DISCUSSION
For this diverse group of 223 medically ill patients, significant correlates were evident from the demographic, illness, and psychological variables for each of the three coping strategies. The amount of variance accounted for is relatively modest for confrontation (18%) and avoidance (10%), but substantial for acceptance-resignation (52%).
More specifically, greater use of confrontation is characteristic of those who are more extroverted and who perceive their illness as being serious. Conversely, it is employed less often as a strategy by nonlife-threatened chronically ill patients. Although not selected in the regression equation, life-threatening illness is nevertheless significantly correlated with confrontation, i.e., r = 0.13 (p < 0.05) in cancer patients; r = 0.20 (p < 0.01) in heart patients. It is pertinent to note here that Feifel, Strack, and Nagy (22) reported that cancer and heart patients resort to confrontation significantly more often (p < 0.001) than a comparative group of nonlife-threatened patients. Apparently, "raging against the dying of the light" tends to be representative of a goodly proportion of life-threatened patients who view their illness as perilous and who are outgoing and open to life.
Exercise of avoidance is most prominent among those lower in socioeconomic status, less self-directed, and more negative in self-perception. Ostensibly, patients who find themselves on a lower rung of the SES ladder, whether life-threatened or not, prefer avoidance as a coping tactic.
Recourse to avoidance is also exhibited by patients with an impoverished self-image, external locus of control, negative mood, and feelings that they are not coping well with their illness. Included in this constellation are also patients who have little inclination to engage life with vitality and gusto.
Use of acceptance-resignation as a coping strategy is forcefully manifest in patients who have minimal expectations of recovery. It is also associated with patients reporting strong elements of dysphoria, external locus of control, and sentiments of coping inadequately. Resort to acceptance-resignation is supplementally related to a narrowing of attention to external stimuli and longer length of illness. It appears that acceptance-resignation as a coping strategy strongly mirrors both a sense of limited power to influence the course of one's illness and a lack of hope.
The findings confirm that a variety of variables across several domains relate to use of a particular coping strategy; that employment of a specific strategy is most likely multidetermined (2, 3, 32) ; that the composite of variables attendant on recourse to a particular strategy is likely to be different for each coping strategy; and that both stable and situational factors are represented in coping. Somewhat unanticipated in this area is the minimal association of such factors as religiosity and fear of death with any of the three coping modes.
Although no significant coping differences were revealed between the two lifethreatening illnesses in our study, the role of the severity of an illness was emphasized. Results indicate the more frequent use of confrontation by both cancer and heart patients compared to the chronic illness group. This finding favors the work of investigators who have reported that situational factors impact on the choice of a specific coping strategy (e.g., 33). Additionally, it does not tend to uphold the view that coping responses are uniquely different for each illness, e.g., Byrne and Whyte (34) .
The study extends the findings of Billings and Moos (35), Ilfeld (36) , and Pearlin and Schooler (37) among others who dealt essentially with normal healthy adults and depressed persons that demographic variables such as education and income also account for a small but nevertheless significant amount of variance in the coping responses of medically ill individuals. The data additionally sustain the ascribed influence of personality features (e.g., 38, 39) and such aspects as appraisal of the stressor (e.g., 23, 40) , expectancies (41), mood (e.g., 21, 35) , and perceived control (42) as allied factors accompanying coping strategy usage.
In the sector of coping effectiveness, it appears that general use of avoidance and acceptance-resignation coping strategies by life-threatened patients tends to be linked with less effective coping in contrast to their use by non-life-threatened patients, for whom the obverse seems to hold. In this frame, it is somewhat puzzling that common resort to confrontation by life-threatened patients is not connected to effective coping. This is an area that manifestly may have strong implications for praxis and demands more scrutiny.
Strengths of the study lie in its use of measuring scales and consequent findings that reflect the self-reports and behavior of patients who are in medias res rather than just responding to hypothetical or post hoc situations; use of a range of life-threatened patients and coping measures; and incorporation of a comparison group of nonlife-threatened medical patients. There are also qualifications to the inquiry. Its crosssectional nature circumscribed our ability to probe dynamic process features, to examine such aspects as the effects of medication and the specific treatment modalities employed, and to assess whether the associated features found here are predictors or outcomes of coping (e.g., negative self-perception).The use of only men was another restricting condition.
Nonetheless, the findings do expand our understanding of components that accompany the choice of different coping strategies by medically ill patients. It is clear from the study that coping behavior is a subtle, multifashioned expression whose open-sesame key demands an integrative quest. Future studies will enlarge our knowledge base by examining the consequences of dealing with different types of illness over time and perhaps by pursuing a profile strategy approach rather than one concentrating on individual coping paths as we did.
